spinal/epidural (CSE)'. Women's previous experience of regional anaesthesia was also recorded and they were asked to recall risks regarding regional anaesthesia for LSCS. Their responses were categorised as 'spontaneous' or 'prompted', depending on whether a particular risk was recalled without prompting. For the recalled risks, women were asked where they obtained this information. If more than one location was indicated, we asked the woman to rate the most reliable source.
Descriptive statistics are presented. We compared non-parametric data using Chi squared and P<0.05
RESULTS
We surveyed a total of 150 women presenting post partum following LSCS under regional anaesthesia. No eligible woman who was approached refused to participate. Table 1 presents demographic data related to age, parity, gestation, ethnicity and education level.
Type of regional anaesthesia
Seventy women (46.7%) had an elective LSCS and 80 (53.3%) had an emergency LSCS. The regional techniques used were spinal anaesthesia (n=91, 60.7%), epidural anaesthesia (n=53, 35.3%) and CSE (n=6, 4%). Seventy-nine women (52.7%) had previous experience of regional anaesthesia. Of the 70 women who had an elective LSCS, 62 had spinal 80 women having an emergency LSCS, 29 had spinal anaesthesia, 50 epidural and one CSE. The 50 women who had emergency LSCS performed under epidural anaesthesia also used epidural analgesia during labour. 
Recall of risks
Overall, 142 women (94.6%) recalled at least four risks (44.6% spontaneously, 66% prompted). Of those women able to give at least four spontaneous responses, 41 (58.6%) had an elective LSCS and 26 (32.5%) had an emergency LSCS (P=0.001). For the women who were able to give more than four prompted responses, 46 (65.7%) had an elective LSCS and 56 (70%) had an emergency LSCS (P=0.94). Figure 1 shows the most frequently recalled risks.
There were no differences in recall of risks (as measured by the number of women recalling >4 risks) between the 50 women who had their epidural inserted during labour and the remaining 100 women who did not experience labour (n=48, 96% vs n=94, 94%, P=0.6).
The majority of women stated that anaesthetists were the main source of their information about risks. However friends and family members were the main source of risk regarding 'nerve damage' and 'paralysis' and midwives were the main source for the risk 'urinary retention' (Figure 2 ). Reliability ratings for the various sources of information regarding regional anaesthesia for LSCS are shown in Figure 3 . DISCUSSION sources accessed by women regarding regional anaesthetic risk for LSCS. The vast majority of women (94.6%) in our survey were able to recall, either spontaneously or after prompting, at least four risks. Our spontaneous recall rate of approximately 45% is similar that of Barkshire et al, who found that approximately 50% of women remembered more than three complications 7 . Swan and Borshoff's study of risk recall in women having epidural analgesia for labour demonstrated that two thirds could remember some risk information 8 . Affeck et al found that a third of women having epidural analgesia in labour recalled three risks at least 9 . The higher recall rate in our study Several studies have demonstrated that a woman's ability to recall risk information during labour is not affected by the severity of labour pain experienced 3, 4, 10, 11 . We also found no difference in recall rates between the 50 women who had their epidural inserted during labour prior to LSCS and those not risks were "failure/conversion to GA" (94%), "inadequate block" (93.3%), "nerve damage" (90.7%), "paralysis" (90%) and "headache" (88%). The recall rate for "headache" was similar to that noted by Barkshire et al 7 and by Swan and Borshoff 8 . However, the rates for "nerve damage" and "inadequate block" they observed were lower (10-33%) compared to our study rate of over 90% [7] [8] [9] . This may be due to design differences, because in our study we sought both spontaneous and prompted recall of risk.
called risks found that the majority of responses for "failure/conversion to GA" and "inadequate block" were prompted by the interviewer while "nerve damage", "paralysis" and "headache" were recalled spontaneously by the women. This suggests the latter are material risks that pregnant women would consider most important to them. It has been emphasised that the goal of informed consent is not only to provide a lengthy list of all possible risks, but to tailor of the individual woman 12, 13 .
thetists most frequently inform parturients about prior to performing labour epidural analgesia were 'post-dural puncture headache', 'block failure', 'permanent neurological injury', 'temporary leg weakness' and 'hypotension' 14 . Of these, 'hypotension' was called risks in our study. Thus it appears that 'headache', 'paralysis', 'nerve damage' and 'inadequate block' are the most important risks of regional anaesthesia considered by anaesthetists and pregnant women. It is reassuring that the majority of women in our study expressed that anaesthetists were the main, and most reliable, source of their information et al 2 .
Surveys from Australia and other countries, however have found that families, friends or midwives were the main source of their risk information 1, 15, 16 . In our study friends and family were the main source of risk information regarding 'nerve damage' and 2 in which these two risks were reported in the media 17 . The sources of inurgency of the operation, the maternal education level or ethnicity, gestation, parity or previous experience of regional anaesthesia. Other studies have also reported that the ability to recall information was not affected by previous regional anaesthetic experience, level of education or age 3, 4 . Several studies found that more risks are discussed in the antenatal setting compared with the delivery suite. Recall rates are improved if information is provided antenatally and in written format 5, 6, 18 . We also found that recall was better in the elective setting when compared with the emergency setting. This study supports the view that antenatal risk information regarding regional anaesthesia should be provided to all pregnant women, because some will inevitably require unplanned regional analgesia or anaesthesia for LSCS and it is likely that risk recall will be more reliable in an elective setting 3, 11 . A limitation of this study was the failure to record the seniority or grade of the anaesthetist. Seniority may be a factor in the extent of explanation given to mothers prior to caesarean section. In addition, the interviewer (WC) was an anaesthetist and this might this study using non-anaesthetic personnel might be interesting. Finally, there was no consistency of the information presented, this being left to each individual anaesthetist's usual practice. It is likely that women did not receive identical information, with may not have been presented in the same order. The risk information about regional anaesthesia for LSCS provided to women in our institution may also differ not apply to the recall of parturients elsewhere. Most women recalled inadequate block (the epidural not working leading to intraoperative pain), paralysis and nerve damage. It is possible that these are thought to be major risks prior to the woman having a discussion with an anaesthetist. Our study did not document the woman's prior knowledge of risks. A future study could investigate whether current views were altered by discussion with an anaesthetist.
In conclusion, this report highlights that the risks women most frequently recall as being associated with regional anaesthesia at caesarean section are 'headache', 'paralysis', 'nerve damage' and 'inadequate block'. The majority of women in our survey rated anaesthetists as the main source of reliable information regarding such risks. Friends or family members were considered the main source of information for a minority of important material risks.
